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Abstract
Introduction:  Groove  pancreatitis  is  an  uncommon  cause  of  chronic  pancreatitis  that  affects
the groove  anatomical  area  between  the  head  of  the  pancreas,  duodenum,  and  common  bile
duct.
Clinical case:  A  67-year-old  man  with  frequent  biliary  colic  and  an  alcohol  consumption  of
30--40 g/day  was  admitted  to  the  hospital  complaining  of  jaundice  and  pruritus.  Laboratory  anal-
ysis revealed  cholestasis  and  the  ultrasound  scan  showed  intra-hepatic  biliary  ducts  dilatation,
middle third  cystic  dilatation  of  common  bile  duct,  enlarged  Wirsung  and  pancreatic  atrophy.
The magnetic  resonance  cholangiopancreatography  showed  imaging  ﬁndings  compatible  with
groove pancreatitis.  An  esophagogastroduodenoscopy  later  excluded  duodenal  neoplasia.  He
was submitted  to  a  Roux-en-Y  cholangiojejunostomy  because  of  common  bile  duct  stricture.
Five months  later  a  gastrojejunostomy  was  performed  due  to  a  duodenal  stricture.  The  patient
remains asymptomatic  during  follow-up.
Discussion:  Groove  pancreatitis  is  a  benign  cause  of  obstructive  jaundice,  whose  main  differ-
ential diagnosis  is  duodenal  or  pancreatic  neoplasia.  When  this  condition  causes  duodenal  or
biliary stricture,  surgical  treatment  can  be  necessary.
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Pancreatite  da  Goteira  Complicada  por  Estenose  Biliar  e  Duodenal:  Uma  Causa  Rara
de  Icterícia  Obstrutiva
Resumo
Introduc¸ão:  A  pancreatite  da  goteira  duodeno-pancreática  é  uma  forma  rara  de  pancreatite
crónica, que  afeta  a  área  anatómica  entre  a  cabec¸a  do  pâncreas,  duodeno  e  ducto  biliar  comum.
Caso Clínico: Doente  do  sexo  masculino,  67  anos,  com  antecedentes  de  cólicas  biliares  de
repetic¸ão e  consumo  etílico  de  30-40  g/dia,  internado  por  icterícia  e  prurido.  Analiticamente,
apresentava  colestase  e,  ecograﬁcamente,  dilatac¸ão  moderada  das  vias  biliares  intra-hepáticas
(VBIH), dilatac¸ão  quística  do  1/3  médio  do  colédoco,  ectasia  do  Wirsung  e  atroﬁa  pancreática.
A colangiopancreatograﬁa  por  ressonância  demonstrou  aspetos  imagiológicos  compatíveis  com
pancreatite  paraduodenal.  A  endoscopia  alta  excluiu  neoplasia  duodenal.  Foi  submetido  a  colan-
giojejunostomia  em  Y  Roux  por  estenose  do  colédoco  e  após  5  meses  a  gastrojejunostomia  por
estenose duodenal.  O  doente  mantem  seguimento,  permanecendo  assintomático.
Discussão:  A  pancreatite  paraduodenal  é  uma  forma  benigna  de  icterícia  obstrutiva,  cujo  prin-
cipal diagnóstico  diferencial  é  a  neoplasia  duodenal/pancreática.  Quando  esta  condic¸ão  causa
estenose  duodenal  ou  biliar,  a  terapêutica  cirúrgica  poderá  ser  necessária.
© 2015  Sociedade  Portuguesa  de  Gastrenterologia.  Publicado  por  Elsevier  Espan˜a,  S.L.U.  Este
e´ um  artigo  Open  Access  sob  uma  licenc¸a  CC  BY-NC-ND  license  (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
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c1. Introduction
Groove  pancreatitis  is  a  rare  and  under-recognized  sub-
type  of  chronic  pancreatitis  that  affects  the  anatomical
region  composed  by  the  duodenum,  pancreatic  cephalic
portion  and  common  biliary  duct  (CBD).1--3 The  prevalence
of  this  condition  in  pancreaticoduodenectomy  specimens  of
patients  with  chronic  pancreatitis  has  been  reported  to  be
as  high  as  24.5%.4 Pathogenesis  is  still  unclear,  but  it  involves
a  ﬁbrotic  inﬂammation,5 that  could  cause  biliary  stricture,
with  obstructive  jaundice  or  duodenal  stricture  along  with
vomiting.  The  main  differential  diagnosis  is  the  pancreatic
head,  CBD  or  duodenal  neoplasia,  which  imply  different
management  and  prognosis.  Commonly,  this  condition  can
be  resolved  with  conservative  treatment.  In  rare  cases  of
clinical  relevant  biliary  or  duodenal  stenosis,  surgical  treat-
ment  is  necessary.2,6
2. Clinical case
The  authors  present  a  case  of  a  67-year-old  man,  with  a  his-
tory  of  repeated  biliary  colic.  He  had  an  alcohol  consumption
of  30--40  g/day  and  refused  cholecystectomy.  He  presented
to  the  emergency  department  with  a  two  days  evolution
of  painless  jaundice,  dark  colouration  of  the  urine  and
generalized  pruritus.  He  denied  having  had  any  blood  trans-
fusion,  new  drugs  prescription  or  over-the-counter  drugs,
fava  bean  consumption,  previous  surgeries,  recent  travels
or  unprotected  sexual  intercourse.  He  had  no  previous  jaun-
dice  episodes  or  recent  infections.  The  physical  examination
revealed  jaundice  of  mucosa  and  skin.  The  remaining  phys-
ical  exam  was  unremarkable.
Laboratory  analysis  showed  predominant  cholestatic
hepatitis  with  aspartate  aminotransferase  908  (<35  U/L),
alanine  aminotransferase  1236  (<45  U/L),  alkaline
a
p
whosphatase  1581  (40--150  UL),  gamaglutamyl-
ranspeptidase  2753  (<55  U/L),  total  bilirubin  17.2
0.3--1.2  mg/dL)  and  direct  bilirubin  9.9  (0.1--0.5  mg/dL)
ith  normal  amylase  and  lipase.  Subsequent  complementary
tudies  showed  no  abnormalities,  including  tumour  markers
arcinoembryonic  antigen  and  carbohydrate  antigen  19-9,
iral  infections  (coxsackie,  hepatitis  B,  cytomegalovirus,
aricella-zoster  virus,  herpes  simplex  virus,  epstein--barr
irus,  human  immunodeﬁciency  virus),  bacterial  infections
mycoplasma,  legionella,  leptospira,  coxiella  burnetii,  rick-
ttsia  conorii,  treponema  pallidum,  borrelia  burgdorferi),
utoimmunity  and  serum  IgG4.
The  abdominal  ultrasound  showed  a  dilatation  of  the
ntra-hepatic  biliary  ducts  (IHBD),  middle  third  of  CBD
16  mm)  and  Wirsung  (7  mm),  with  normal  distal  CBD  diam-
ter.  Biliary  lithiasis  and  pancreatic  atrophy  were  also
etected,  but  it  was  not  possible  to  identify  the  obstruc-
ive  cause.  The  abdominal  computerized  tomography  and
he  magnetic-resonance  cholangiopancreatography  showed
HBD  dilatation,  dilatation  of  proximal  third  of  CBD  mea-
uring  17  mm  with  progressive  distal  narrowing,  pancreas
ivisum,  ectasia  of  the  duct  of  Wirsung  with  maximum
iameter  of  8  mm,  atrophy  of  pancreatic  body  and  tail
nd  cystic  structures  in  pancreaticoduodenal  groove.  These
magiological  ﬁndings  appeared  to  have  been  caused  by  a
hick  duodenal  parietal  wall  at  minor  papilla  level  with
onsequent  Wirsung  obstruction  and  signiﬁcant  extrinsic
ompression  of  CBD  which  associated  to  the  small  cystic
mages  in  paraduodenal  groove  are  strongly  suggestive  of
roove  pancreatitis  (Fig.  1).
Subsequently,  an  esophagogastroduodenoscopy  was  per-
ormed,  revealing  an  asymptomatic  duodenal  stricture  with
ongestive  and  inﬁltrative  mucosa,  making  a  transpapillary
pproach  by  endoscopic  retrograde  cholangiopancreatogra-
hy  impossible.  The  biopsies  showed  moderate  duodenitis
ithout  dysplasia  or  neoplasia.
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Figure  1  Magnetic  resonance  colangio-pancreatography  images  showing  cystic  structures  in  duodenopancreatic  groove  (a,  b,  d
and e),  pancreas  divisum  (a--c)  and  enlarged  Wirsung  (f).
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Despite  conservative  treatment  with  bowel  rest,  ﬂuid
herapy,  analgesics,  proton  pump  inhibitors  and  pancre-
tic  enzyme  supplement,  a  persistent  important  cholestasis
total  bilirubin  ∼16  mg/dL)  and  consequent  obstructive
aundice  occurred.  After  multidisciplinary  consultation  the
atient  was  submitted  to  a  Y-en-Roux  cholangiojejunostomy
nd  cholecystectomy.  Surgical  specimen  showed  chronic
ithiasic  cholecystitis,  cholestatic  hepatitis  and  CBD  with  no
bnormalities.
Five  months  after  the  surgical  intervention,  the  patient
eturned  to  the  emergency  department  due  to  recurrent
omiting  and  food  intolerance.  The  ultrasound  scan  was
ormal  in  regards  to  IHDB  and  CBD.  The  plain  abdomi-
al  X-ray  and  computerized  tomography  revealed  marked
esophageal  and  gastric  dilatation  with  stasis  (Fig.  2).
n  esophagogastroduodenoscopy  conﬁrmed  the  presence
f  severe  esophagitis  in  relation  to  the  gastroesophageal
eﬂux  of  gastric  stasis  content  due  to  impassable  duodenal
tricture.  Biopsies  continued  to  show  moderate  duodeni-
is  without  dysplasia  or  neoplasia.  The  patient  was  treated
ith  proton-pump  inhibitors,  antacids  and  prokinetics  with
o  clinical  improvement.  It  was  then  decided  to  submit  the
p
a
T
o a  markedly  esophageal  and  gastric  dilatation.
atient  to  a gastrojejunostomy.  At  the  time  of  this  surgical
rocedure  an  incisional  biopsy  of  anterior  and  lower  border
f  pancreas  was  also  performed.  Histopathology  revealed
hronic  pancreatitis  without  dysplasia  or  neoplasia  (Fig.  3).
resently,  the  patient  is  asymptomatic  and  is  being  fol-
owed  up  in  an  outpatient  surgical  clinic.  The  patient  gave
nformed  consent  for  all  diagnostic  and  therapeutic  proce-
ures.
. Discussion
roove  pancreatitis  is  an  uncommon  subtype  of  focal  chronic
ancreatitis  and  a  rare  cause  of  obstructive  jaundice.  Only
 very  small  number  of  cases  have  been  published.1--3
The  prevalence  is  underestimated,  but  in  surgical  case
eries  groove  pancreatitis  was  diagnosed  in  2--24.5%  of  pan-
reaticoduodenectomy  specimens  of  patients  with  chronic
ancreatitis.4,7,8 This  condition  is  often  present  in  middle-
ged  males  (40--50  years  old)  with  alcohol  consumption.1,7--9
he  clinical  presentation  is  similar  to  more  prevalent  forms
f  chronic  pancreatitis,  but  recurrent  vomiting  due  to
Groove  Pancreatitis  with  Biliary  and  Duodenal  Stricture:  An  Unus
Figure  3  Incisional  biopsy  of  anterior  and  lower  border  of
head of  the  pancreas  showing  ﬁbrous  and  adipocyte  tissue,  mild
inﬂammation  and  neovascularization  involving  atrophic  pancre-
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13. Pezzilli R, Santini D, Calculli L, Casadei R, Morselli-Labate AM,atic ducts,  suggesting  chronic  pancreatitis.
duodenal  stricture  and  impaired  motility  tends  to  be  more
frequent  in  groove  pancreatitis.2 However,  the  majority
of  cases  had  a  mild  CBD  dilatation,  insufﬁcient  to  cause
obstructive  jaundice.9
Laboratory  analysis  often  reveals  a  normal  or  slight  ele-
vation  of  serum  pancreatic  enzymes  and  occasionally  of
serum  liver  enzymes.1,10 Tumour  markers  of  carcinoembry-
onic  antigen  and  carbohydrate  antigen  19.9  are  usually
negative.1,8
The  diagnosis  is  difﬁcult  to  establish  and  involves  clinical,
radiological  and  histopathological  features.1 The  crucial  dif-
ferential  diagnosis  is  a  head  pancreas  adenocarcinoma,  since
the  management  and  prognosis  are  different.1,2,9,11 Magnetic
resonance  is  more  sensible  and  speciﬁc  to  detect  ﬁndings,
the  most  common  being  a  sheet-like  mass  between  the  pan-
creas  head  and  duodenum  with  duodenal  wall  cystic  changes
and  thickening.6,10
In  the  histopathology  analysis,  the  macroscopic  aspects
are  either  an  absent  or  narrow  Santorini  duct,  or  the
presence  of  pancreas  divisum  and  groove  lesions  similar
to  those  of  chronic  pancreatitis.12,13 The  duodenal  wall
contains  enlarged  ducts,  in  the  majority  of  cases  with  thick-
ened  secretions,  pseudocystic  changes,  adjacent  stromal
reactions  and  Brunner  gland  hyperplasia.  Fibrosis  into  the
adjacent  pancreas  and  the  surrounding  fat  occurs,  especially
in  the  groove  area  which  involves  the  CBD.14
The  pathogenesis  is  still  unclear,  but  the  most  accepted
mechanism  is  a  disturbance  of  the  pancreatic  outﬂow  in
the  Santorini  duct  through  the  minor  papilla.  One  of  the
main  factors  is  probably  chronic  alcohol  consumption  which
increases  the  viscosity  of  the  pancreatic  juice  and  leads  to
Brunner  gland  hyperplasia,  causing  occlusion  or  dysfunction
of  the  minor  papilla.1,9,15,16
The  treatment  for  acute  phase  of  groove  pancreatitis
is  conservative,  including  bowel  rest,  analgesia  and  ﬂu-
ids  therapy.10 In  the  chronic  stages  of  the  process,  ﬁbrosis
dominates  over  inﬂammation,  and  at  this  point  surgical
management  could  be  necessary  because  of  persistent  bil-
iary  or  duodenal  stricture.17 The  surgical  treatment  ofual  Cause  of  Obstructive  Jaundice  173
hoice  is  a  Whipple  procedure  or  a  pylorus-preserving
ancreaticoduodenectomy.4
In  our  case,  a  combination  of  clinical,  radiological
nd  pathology  features  was  used  to  make  a diagnosis
f  groove  pancreatitis  in  a middle-aged  male  with  his-
ory  of  alcohol  consumption.  Although  rare,  this  condition
hould  be  part  of  differential  diagnosis  of  obstructive
aundice  and  an  extensive  evaluation  should  be  carried
ut  to  exclude  pancreatic,  duodenal  or  CBD  neoplasia.
his  case  was  initially  complicated  by  biliary  stricture
nd  later  by  duodenal  stricture,  with  the  option  for  a
ess-invasive  surgical  intervention  after  malignancy  being
xcluded.
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